See related commentary by Levy, http://ccforum.com/content/17/5/1008

Dr Levy \[[@B1]\] commented on the study of Kerlin and colleagues \[[@B2]\] on the relevance, or futility, of night-time intensivists. Kerlin and colleagues compared in-hospital night-time intensivist presence with night-time phone consultations by daytime intensivists (control) with regard to ICU length of stay, hospital mortality, and readmission rate. Randomized 7 day blocks of night-time intensivist presence versus control had no effect. Previously, Dr Levy found no association between high-intensity daytime staffing and mortality, and no benefit of night-time intensivists in high-intensity ICUs in a retrospective study \[[@B3]\]. Dr Levy suggests that \'it is time...to redirect the resources proposed for night-time intensivists elsewhere\'. Conclusions on night-time intensivists, based on these two studies \[[@B2],[@B3]\] may be misleading and premature.

Failure of specific resources in the ICU to influence outcomes is nothing new - monitoring technologies offer a prime example \[[@B4]\]. Resources, *per se*, make no difference, whereas their correct use may. The same applies for human resources. Intensivist presence in the night-time is unlikely to influence length of stay or other outcomes, unless the processes within and beyond the ICU have been adjusted to profit from professional night-time decision-making. For example, weaning practices, decision and timing of extubation, and administrative delays in discharging patients can have a major impact on ICU length of stay. A few hours delay in extubation may prolong the ICU stay by 1 day. The difficulties in changing care processes are well known. For this, more than one intensivist is necessary. However, increased intensivist presence can enhance the optimization of multiple processes relevant to resource utilization and outcome \[[@B5]\].

Limited resources should be used optimally. Intensivist presence should be evaluated in the context of care processes - a failure to influence the process will inevitably fail to influence outcomes.

Author\'s response

Mitchell M Levy

I appreciate the insightful comments of Professor Takala. Except for the \'misleading\' comment, I agree with him: it is premature to draw any firm conclusions about the value of night-time intensivists from the current published literature. And yet, as I describe in my commentary, many in the field advocate for night-time intensivists, and many institutions have already adopted that model, at significant expense. This is true, despite the failure of the two most recently published studies, both in the *New England Journal of Medicine*, to convincingly demonstrate the beneficial impact of night-time intensivists on patient outcomes. The Kerlin study \[[@B2]\] was a negative randomized controlled trial, and the effect on outcomes observed in the Wallace study \[[@B6]\] was limited to a small number of hospitals.

As Professor Takala pointed out, these uncertain outcomes may be because the processes of care in the institutions involved in published studies may not have been properly tailored to maximize impact from the presence of night-time intensivists. If this is the case, my assertion that it is premature to direct scarce resources to the hiring of night-time intensivists is even more accurate. Given the fiscal constraints evident in global health care systems, it is our responsibility as clinicians, researchers and administrators to direct resources to initiatives that are of proven benefit.
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